Backgrounds/Aims: For patients with acute cholecystitis, conversion from laparoscopic cholecystectomy to open surgery is not uncommon due to possibilities of serious hemorrhage at the liver bed and bile duct injury. Recent studies reported successful laparoscopic subtotal cholecystectomy for acute cholecystitis. The purpose of this study was to determine the efficacy and feasibility of such an operation based on the experience of surgeons at our facility. Methods: In this study, we enrolled 144 patients who had received either laparoscopic subtotal cholecystectomy (LSC), laparoscopic cholecystectomy (LC), or open cholecystectomy (OC) for acute cholecystitis from January 2004 to December 2009 at the Department of Surgery of our hospital. Their symptoms, signs, operative findings, pathologic results and postoperative results were compared and analyzed. Results: There were 26 patients in the LSC group 80 in the LC group and 38 in the OC group. There were no differences in mean age, sex, and symptoms of acute cholecystitis. The LSC group showed higher CRP levels (p＜0.001) and a higher grade according to the Tokyo criteria (p=0.001). The mean operative time was 115.6 minutes and mean blood loss was 158.9 ml without intra-operative or postoperative transfusion. There weren't any bile duct injuries during the operation. No group suffered bile leakage. Drains were removed 3.3 days after the operation in the LC group, the shortest time compared to the other groups (p＜0. 
INTRODUCTION
Laparoscopic cholecystectomy (LC) was introduced in 1989 as a standard treatment for benign gallbladder diseases, but was not well enforced initially for acute cholecystitis. However, ever since the first treatment of acute cholecystitis with LC, 1 experience with LC has accumulated and techniques have improved, and LC has become the treatment of choice for acute cholecystitis.
Nevertheless, in cases with severe acute cholecystitis demonstrating severe swelling and edema of the gallbladder, fibrosis of surrounding organ, fibrosis of Calot's triangle, and anatomic deformity, it is difficult to perform LC successfully. Furthermore, when massive bleeding from the liver bed and bile duct injury are suspected, surgeons are forced to switching to open conversion. 2, 3 As an alternative treatment, laparoscopic subtotal cholecystectomy (LSC) was introduced, but in the beginning there was controversy regarding its safety. Still, LSC has continuously been applied to acute cholecystitis, and studies have shown this treatment to be feasible and safe. [4] [5] [6] Hence, the purpose of this study was to analyze experiences with LSC and determine its safety and efficacy for acute cholecystitis. Operative procedure The operation was initially laparoscopic for all patients: 26 patients received LSC because LC was thought to be difficult to dissect the Calot's triangle due to severe inflammation and to identify the anatomy of the cystic artery and the cystic duct. Bile juice was aspirated from the gallbladder with a needle. When pus was evaluated, it was sent for microbial culture. Upon exploring Calot's triangle, either the cystic duct or the structure assumed to be the cystic duct after opening its serosa was ligated with an endo-clip but not divided. The cystic artery was not separately dissected. Then, the infundibulum of the gallbladder was transsected near Hartmann's pouch, and the anterior wall of the gallbladder was removed with an electrocautery device. As a result, there remained 25 to 35 percent of the gallbladder. Small gallbladder stones were suctioned out while big stones were removed using an endobag. The posterior wall attached to the liver bed was not removed. The mucosa of the posterior wall, however, was destroyed by electrocautery ( Fig. 1) . Finally, the operative field was washed with saline and after placing a drain, the operation was completed. The LSC group showed the highest level and it was significantly different (p＜0.001). Imaging studies included abdominal computed tomography, ultrasonography, and hepatobiliary scintigraphy, and showed no differences between groups. There were also no significant differences in American Society of Anesthesiology (ASA) scores (p=0.361). Severity according to the Tokyo guidelines was highest in the LSC group (p=0.001) ( Table 1), but there was not a linear correlation of severity among the groups (p=0.310).
METHODS

Patients
RESULTS
There
Among 26 patients of the LSC group, there was an adhesion between the gallbladder and its surrounding tissues in 69.2%. All patients had gallbladder wall thickening, 8.1 mm being average. Necrosis of the gallbladder was evident in 34.6%, and pus drainage in 53.8% (Table 2) . The mean operative time for the LSC group was 115.6 minutes, and the mean blood loss was 158.9 ml. There was no need for intra-operative or postoperative transfusion, and no intraoperative bile duct injury. The surgical diagnosis made from operative findings included 9 cases of acute cholecystitis, 14 cases of gallbladder congestion, 1 case of gallbladder perforation, and 2 cases of acalculous cholecystitis (Table 3) . No group suffered from postoperative bile leakage. 
